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TABLE 2—Factors Influencing Tobacco Policy Enactment in Massachusetts Cities and Towns
(n=351)

Independent Variable Coefficient (SE)

Constant 7.5 (40.64)

Local board of health received MTCP fundinga 26.92 (3.56)***

Population (omitted: 0–1250)

1251–2500 2.56 (6.24)

2501–5000 16.14 (6.76)**

5001–7500 21.17 (7.03)***

7501–10 000 30.15 (7.73)***

10 001–15 000 25.58 (7.54)***

15 001–25 000 31.06 (8.25)***

25 001–40 000 39.90 (10.19)***

> 40 000 34.18 (11.43)***

Education (omitted: lowest quartile)b

Low (second quartile) 3.50 (4.84)

Moderate (third quartile) 0.32 (5.59)

High (fourth quartile) 6.73 (8.04)

Income (omitted: lowest quartile)c

Low (second quartile) 0.82 (4.45)

Moderate (third quartile) –3.07 (5.25)

High (fourth quartile) 1.55 (6.91)

Percentage of White residents –21.80 (29.80)

Percentage of residents < 18 y –6.86 (49.12)

Percentage of blue-collar workers –40.29 (35.59)

Percentage of Democrats 17.37 (18.38)

Percentage of registered voters 26.69 (14.01)*

Percentage who voted for tobacco excise tax –14.54 (27.26)

Town governance (omitted: representative town meeting)

Open town meeting –5.38 (5.88)

City council –2.53 (6.86)

Community has a town manager 2.45 (3.51)

Number of restaurants 1.21 (0.64)*

Percentage border towns with highly restrictive restaurant policy –6.94 (3.87)*

Adjusted R2 = 0.47

Note. The dependent variable was the local tobacco policy index score (range = 0–100, mean = 37.70). MTCP = Massachusetts
Tobacco Control Program.
Sources. Policy enactment status was determined from multiple sources of data, including the MTCP Ordinance Update
Database, data collected by the Massachusetts Association of Health Boards, data collected by Americans for Nonsmokers’
Rights, and the authors’ analysis of policy documents. Sociodemographic variables were based on the 1990 US census. Voting
records (1994) were provided by the Massachusetts Secretary of State’s Office. Number of restaurants was based on meals
tax data provided by the Massachusetts Department of Revenue. Town governance variables came from the Massachusetts
Municipal Association.
aFunded boards of health included local boards of health that received MTCP funding or were part of a coalition of boards
receiving MTCP funding between 1994 and 1998.
bEducation quartiles were based on the percentage of college graduates aged 25 years and older.
cIncome quartiles were based on town-level median household income.
*P < .1; **P < .05; ***P < .01.
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Cigar Use in New Jersey
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Adults
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More than 3000 youths become daily smok-
ers each day.1 Millions of youths will die from
a tobacco-caused disease,2 and tobacco use
remains the single leading preventable cause
of death in the United States.3 However, re-
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TABLE 1—Ever and Current Cigar Use by Middle-School Students, High-School Students,
and Adults in New Jersey and the United States

Ever Cigar Use Current Cigar Use

New Jerseya 95% CI United Statesb 95% CI New Jerseya 95% CI United Statesb 95% CI

Middle school

Male 26.0 (23.7, 28.3) 24.3 (21.4, 27.2) 11.0 (9.6, 12.4) 9.6 (7.9, 11.3)

Female 17.6 (15.1, 20.1) 13.5 (11.1, 15.9) 7.5 (6.3, 8.7) 5.3 (3.8, 6.8)

Total 21.8 (19.9, 23.7) 18.9 (16.6, 21.2) 9.3 (8.3, 10.3) 7.4 (6.1, 8.7)

High school

Male 48.6 (45.6, 51.6) 51.1 (48.0, 54.2) 24.2 (22.1, 26.3) 20.3 (18.4, 22.2)

Female 33.0 (30.8, 35.2) 31.9 (29.1, 34.7) 12.6 (10.8, 14.4) 10.2 (8.6, 11.8)

Total 40.5 (38.7, 42.3) 41.6 (39.0, 44.2) 18.4 (17.1, 19.7) 15.3 (13.9, 16.7)

Adult

Male 54.3 (50.6, 58.0) NA 12.5 (10.1, 14.9) NA

Female 15.1 (12.9, 17.3) 1.3 (0.6, 2.0)

Total 33.8 (31.6, 36.0) 6.6 (5.4, 7.8)

Note: NA = not available.
Source. aNew Jersey Youth Tobacco Survey 1999 (adolescents) and Behavioral Risk Factor Surveillance System 1998 (adults).
bNational Youth Tobacco Survey 1999.

cent data indicate that the prevalence of ciga-
rette smoking among youths nationally has
declined since 1998.4 Although the decline in
cigarette use among youths is encouraging,
the emergence of other tobacco products,
such as cigars, as alternative forms of tobacco
use by youths is alarming. The purpose of this
report is to compare cigar use among adoles-
cents and adults on the basis of data from
New Jersey and the United States.

We used 3 sources of data in this report.
For adolescents, data for New Jersey are from
the 1999 New Jersey Youth Tobacco Survey,
and national data are from the 1999 National
Youth Tobacco Survey. For adults, data for
New Jersey are from the 1998 Behavioral
Risk Factor Surveillance System (BRFSS)5;
cigar data were not collected in the 1999
BRFSS. Comparable adult cigar use data
were not nationally available.

The methodology of the Youth Tobacco
Survey, a school-based questionnaire, is de-
scribed in detail elsewhere.6 In brief, the New
Jersey Youth Tobacco Survey used a 2-stage
cluster sample design to obtain a representa-
tive statewide sample of students (N=15871)
in grades 7 through 12. Likewise, the Na-
tional Youth Tobacco Survey used a 3-stage
cluster sample design to produce a nationally
representative sample of students (N=
15061) in grades 6 through 12. Both surveys
were conducted during the fall school semes-
ter. For the purposes of this report, we ex-
cluded sixth-grade students from the National
Youth Tobacco Survey middle-school sample
to standardize comparisons.

Operational definitions of “current cigar
use” were comparable in the 1999 Youth To-
bacco Survey (i.e., smoked a cigar on 1 day or
more in preceding 30 days) and the 1998
BRFSS (i.e., smoked a cigar in past month), of-
fering a unique opportunity to compare youth
and adult cigar smoking prevalence. Differ-
ences between prevalence estimates were
considered to be statistically significant if the
95% confidence intervals did not overlap.

Last, note that data from the Youth To-
bacco Survey and the BRFSS are based on
self-reports, which are subject to underreport-
ing or overreporting. The extent of this re-
sponse bias cannot be determined, but
school-based surveys may tend toward over-
reporting, whereas telephone surveys like the

BRFSS tend toward underreporting of to-
bacco use behaviors.

Comparisons across groups documented re-
markably high levels of cigar use among
youths in New Jersey and the United States
(Table 1). Sex differences were apparent in
both adolescents and adults, with males report-
ing significantly higher rates of ever and cur-
rent cigar use than females. Rates of ever and
current cigar smoking were similar in New Jer-
sey and the United States among high-school
students; however, the prevalence of current
cigar smoking in New Jersey (18.4; 95% confi-
dence interval (CI)=17.1, 19.7) exceeded the
national rate (15.3; CI=13.9, 16.7) by 25%.

The prevalence of cigar smoking in youths
relative to adults, especially among females,
in New Jersey is troublesome. Ever cigar use
in New Jersey was highest among high-school
students (40.5; CI=38.7, 42.3), followed by
adults (33.8; CI=31.6, 36.0) and middle-
school students (21.8; CI=19.9, 23.7). Fur-
thermore, current cigar use was higher
among middle-school (9.3; CI=8.3, 10.3) and
high-school students (18.4; CI=17.1, 19.7) in
New Jersey than it was among New Jersey
adults (6.6; CI=5.4, 7.8). The disparity be-
tween adolescent and adult current cigar use
was most dramatic among females. Middle-
school (7.5; CI=6.3, 8.7) and high-school

(12.6; CI=10.8, 14.4) females had a current
cigar smoking rate 5 and 10 times higher, re-
spectively, than that in adult women (1.3;
CI=0.6, 2.0) in New Jersey.

After decades of stagnant consumption,
cigar use surged during the 1990s, coinciding
with increased cigar marketing, most notably
the use of cigars by celebrities. By featuring
celebrities such as Madonna, Michael Jordan,
and supermodel Elle McPherson using cigars,
the cigar industry has successfully marketed
their products to adult women and adoles-
cents of both sexes. Advertising and promo-
tional activities have increased the visibility of
cigar smoking,7 thereby “normalizing” cigar
use.8,9 As is evident in New Jersey’s data, the
“new cigar users” are young people, including
adolescent females. The effect of increased
cigar marketing on young girls and women is
considerable.

Casual cigar use is often dismissed as a
non–health issue. However, even moderate
cigar use carries significant health risks, includ-
ing increased risk for oral, oropharyngeal, and
laryngeal cancers. And as is the case with
other carcinogenic products, risk increases with
consumption (i.e., number of cigars smoked)
and depth of inhalation. Furthermore, cigars
have higher total nicotine content than ciga-
rettes do and can deliver nicotine both through
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smoke and through direct oral contact with the
tobacco wrapper. Consequently, a special con-
cern is that adolescent cigar use may increase
vulnerability for nicotine dependence, predis-
posing youths to initiation of and continued
use of cigarettes and other tobacco products.8

The emergence of widespread cigar use
among adult women and among adolescents
of both sexes—combined with cigar use among
men—is a significant public health threat. As
funding for tobacco control increases and na-
tional rates of cigarette use appear to be de-
clining, we must remain diligent in monitoring
all forms of tobacco use. The Youth Tobacco
Survey allows states such as New Jersey to
monitor multiple forms of tobacco use and to
examine emerging patterns among youth.
However, even the most responsive surveil-
lance system is rendered ineffectual if data are
not disseminated and translated into public
health policies and programs. The higher-than-
expected levels of youth cigar use in New Jer-
sey and the United States indicate that effec-
tive tobacco control programs must focus on
all tobacco products, not just cigarettes.
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The Institute of Medicine
Report on Smoking: A
Blueprint for a Renewed
Public Health Policy
| Gio Batta Gori, ScD, MPH

This past September, the Institute of Medicine
(IOM) published the report Clearing the Smoke:
Assessing the Science Base for Tobacco Harm Re-
duction.1 The report’s leading conclusion is that
tobacco products of reduced risk, and espe-
cially less hazardous cigarettes, are within tech-
nical reach and should be officially endorsed

and regulated. The report speaks of unparal-
leled public health opportunities in tobacco
harm reduction and in the abatement of the
awesome morbidity and premature mortality
of more than 1 billion smokers worldwide.1(p23)

Since a preview draft was released in early
2001, the report has hardly been noticed by
the public health community, because it im-
plies a policy shift that many would find un-
comfortable. Indeed, especially the endorse-
ment of less hazardous cigarettes would be at
odds with long-standing policies aimed exclu-
sively at the elimination of tobacco use, poli-
cies whose effectiveness the proposed shift
also may appear to question.

In reality, the IOM report continues to in-
sist on reinforcing traditional tobacco control
efforts to discourage users and would-be
users while asserting that “[f]or many diseases
attributable to tobacco use, reducing risk of
disease by reducing exposure to tobacco toxi-
cants is feasible.”1(p5) The report covers the
entire spectrum, from snuff to cigars, with po-
tentially less hazardous cigarettes receiving
prominent attention. The authors of the re-
port find the technology of such cigarettes to
be within short-term reach, given resolute of-
ficial prodding of an industry that has to date
resisted them on a variety of pretexts.

In a crucial departure from current tenets,
the report affirms that there is “misinformation
regarding the safety of nicotine,”1(p110) which it
finds relatively safe: “Many studies of nicotine
suggest that nicotine is unlikely to be a cancer-
causing agent in humans,”1(p167) “high doses of
nicotine do not seem to cause acute adverse
events even among smokers who have experi-
enced cardiovascular disease,”1(p115) and long-
term nicotine replacement therapy has been
“without an apparent cardiovascular hazard,
not only in the general population . . . but also
in patients with established cardiovascular dis-
ease.”1(p252) The report also notes how the
Food and Drug Administration has affirmed
the safety of nicotine for more than 15 years,
by approving over-the-counter sales of patches
and gums that contain more nicotine than a
pack of cigarettes.

The massive epidemiological evidence that
risk relates to dose is found by the report to
allow estimates of “a dose–response relation-
ship between exposure to whole tobacco
smoke and major diseases.”1(p9) Building on


